competition with the Australian colonies in the bid to attract British immigrants and capital, and capitalized on the supposedly therapeutic value of the climate. Doctors were in this sense useful propagandists. Secondly, the paper will examine legislation and attempts to restrict the entry of immigrants suffering from infectious diseases among which, from the late nineteenth century, it was increasingly believed that tuberculosis had a place. Around the turn of the century the two trends overlapped and were in direct opposition. The paper will conclude with the results of a case study of those who died of tuberculosis within a year of arrival in Auckland, one of the two main ports of entry to New Zealand at this time, during the period 1880-1914. This profile of those who died will be used to provide some intimation of the effectiveness or otherwise of the propaganda and the opposing restrictive legislation. Australia', Geogr: Rev., 1973, 63: 449-76; Robin their influence in the prevention and arrest of F Haines, 'Therapeutic emigration: some Australian pulmonary consumption, London, Longman, 1863, experiences', J. Austr Stud., June 1992, 33: 76-90. p. 103. 7 'Intercolonial Medical Congress of Australasia: tuberculosis in man and in animals', Br. med. J., 1896, i: 1153. guide for consumptives to the Emigration Commissioners. In the colonies, he explained, "the new arrival . . . sees English faces and hears English voices. He is not a stranger in a strange land with a feeling of isolation".9
Shipping companies seized the opportunity and chartered ships to Australasia especially for "invalids" during the second half of the nineteenth century. Doctors, particularly those who wished to take the journey for the sake of their own health, sometimes advertised their willingness to act as personal physicians on such voyages.10 But what was to be their destination?
After year-1865 , p.23. book, 1892 1893, pp. 86-7; 1894, pp. 100-1; 10 'Association Intelligence. Victoria Branch, 1895, pp. 110-11; 1896, pp. 120-1; 1897, p. 134 1885.28 It is possible that some doctors were encouraging therapeutic migration to boost their own medical practices and the local economy.
The reference to Cambridge, in the central North Island, in Thomas Cook's New Zealand as a tourist and health resort (1909) was no coincidence. Near Cambridge was located a tuberculosis sanatorium which had been set up by the Department of Public Health in 1903, accommodating 62 patients. Under the heading 'Cambridge' in Cook's guide, it was noted, 'Those suffering from pulmonary or chest disorders find great relief, and often complete cure".29 In spite of this type of advertisement, the government's sanatorium was not intended for therapeutic migrants. Indeed, in his report, Dr James Mason reassured his readers that it contained few new immigrants because such a use of a public institution might have provoked resentment.30 Reinforcing the entry in Cook's guide, Mason pointed out in 1914 that "the district has long been famed for its mildness and value in chest ailments", although he also went to great lengths to stress that New Zealand had "no 'open door' for sufferers from the outside world".31
While it is not known how successful local doctors were in boosting their own practices, they were discriminating about the type of patients they hoped to attract. It was "early" cases of tuberculosis and those with some means of support who were urged to take the opportunity of migrating. It was commonly stressed that it was "in the earlier 24 Stillwell & Knight, 1870, and Stillwell, 1879; see Powell, op. cit., note 6 above, pp. 461, 470. there were 23 private tuberculosis institutions in Britain with almost 400 beds; and by 1907 there were almost 700 beds. This was not a large number, but they were rarely full despite extensive advertising to attract patients. 40 Specialists might have been decrying the advantages of special climates, yet, significantly, attention continued to be drawn to local climatic conditions of sanatoria in Britain. The Tuberculosis year book published in 1914 is revealing. The climate at Merivale Sanatorium, Essex, was described as well suited for the treatment of tuberculosis, for the atmosphere was dry and bracing with an abundance of sunshine and very little rain. At Mundesley Sanatorium, Norfolk, the air was said to be "bracing, dry and very pure with a great deal of sunshine throughout the year". At Crossley Sanatorium, Cheshire, the climatic conditions were "specially healthy, dry and invigorating". Fairlight Sanatorium, Hastings, had "a maximum of sunshine" and the air was "invigorating and at the same time sedative". It was claimed that although Pendyffryn Hall was situated in Wales, it was outside the rains; mist was rare, and as a rule the climate was dry and sunny, and the air pure and invigorating.41
The King Edward VII Sanatorium at Midhurst, in Sussex, an expensive private middleclass sanatorium opened in 1906, had special meteorological equipment which showed the climate to be "mild and equable".42 So too did the Eversfield Chest Hospital, St Leonardson-Sea, where a meteorological report was included in the medical superintendent's annual report which stated: "We are in the proud position of having no rival with regard to our amount of bright sunshine."43 Thus, during this period, even after the infectious nature of the disease had been identified in 1882, there appeared to be a certain rivalry between the various Australasian colonies-and latterly within Britain itself-relating to whose climate was the most agreeable for those suffering from tuberculosis. Sunshine and equable temperatures appeared to be the key components in the calculation. Within New Zealand the preference was for the milder climate of the north.
Legislation restricting entry of those suffering from a "loathsome or dangerous" disease Another trend emerged simultaneously with the dispersal of this promotional and officially sanctioned propaganda. That was the attempt to restrict the entry of those suffering from infectious diseases, among which it was increasingly realized that tuberculosis had a place. When one such bill was being discussed in New Zealand's parliament in 1898, several members spoke against it, pointing out the anomaly in "at once advertising the climate and attempting to attract immigrants, and at the same time preventing entry to those who came for the express purpose of improving their health".44 40 Administration of the Act was another matter. Dr Mason, like other doctors, was still sympathetic. In 1901 he discussed the matter of "people suffering from consumption who ... land in the colony in search after health". In his opinion, "viewed from the point of international equity, it seems to me that it would be as unfair as it would be unchristian to deny any fellow creatures the privilege of sharing the beneficent effect of our climate". His principal concern, as noted above, lay with "advanced and penniless cases" who 52 would become a drain on New Zealand's welfare services. His other concern was the "indiscriminate way that the sick and the hale are mixed up on board ship". He gave the example of one ship, in which three of the ten saloon passengers were suffering from "phthisis in advanced form":
Cabined with one of these sufferers, who was constantly expectorating large quantities of the tubercle bacilli, was a gentleman who was travelling because of a bad family history and a slight sore throat. Had he of his own free will wished to select an experiment whereby his power of resistance to tuberculosis could be determined, I can honestly say he could not have chosen a better set of conditions.57
Four years later Mason noted that:
The ordinary cubic space allowed by shippers to passengers is rarely half as much as one would receive in an ordinary gaol, and when one has to share this with a man exhaling the mephitic aromas of a consumptive undergoing a cure, not forgetting the danger which comes from a careless disposal of the sputum, there is reason for his wondering whether a 'sea voyage' has all the health-bringing influences which he imagined and was told it would have.58
This could indeed account for some of the deaths among the newly arrived immigrants.59 Despite his concerns, Mason still believed that "To exclude all persons suffering from tuberculosis in any shape or form would be as unfair as it would be difficult to enforce." He explained that following the 1903 regulations, the Port Health Officer only inspected those who were obviously ill on arrival and asked about their financial circumstances. If they were found to be unable to work and therefore likely within a year or so to become chargeable to the state, the shipping company was asked to enter into a £100 bond for five years or to ship them back to the port of dispatch. All Those who made their own arrangements with the shipping companies escaped such close medical inspection.65 The "examiner of the Board of Trade" was charged with excluding those with infectious diseases among prospective immigrants. However, paying passengers probably slipped through the net more easily than assisted passengers.66
Certainly there is evidence of a reluctance, as conveyed by the Minister of Health, to subject middle class "ladies" to the indignities of a medical examination.67 In relation to tuberculosis, as late as 1910, despite diagnostic advances over the previous decade and despite the prohibited entry of tuberculosis cases from 1903, it was admitted by New Zealand's Department of Immigration that it was in reality very easy to conceal tuberculosis from the examiner.68 It was equally possible to escape detection at the port of arrival, as noted by Mason in 1914.69 Despite a decade of claims that health examinations were being tightened, in 1911 Wellington's District Health Officer described "some of the pitiable cases" he had been obliged to deal with:
For instance, three persons arrived by one ship, and one died within a fortnight, another within three days, and a third went back to England. It was stated in these cases that the persons had never been told in England about the non-admission of such cases to New Zealand. 
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The following year, in 1912, a further attempt was made to tighten regulations when it was decided that the New Zealand government should appoint its own "medical men" to inspect emigrants at the point of departure. However, this decision was not supported by New Zealand's medical community. In 1912 the Department of Public Health convened a conference on tuberculosis, where the restriction on immigration was the only subject about which the delegates at the conference were not unanimous. Some were in favour of admitting early cases of tuberculosis, arguing that, as British subjects, such people should not be "denied the advantages that were available to their more-robust fellowcountrymen".7' At least one of the delegates at the conference was himself later to die of tuberculosis-Sydney Champtaloup, Professor of Bacteriology and Public Health at the University of Otago from 1911, died of tuberculosis in 1921, aged 41 While these questions cannot be answered, a study of those who died from tuberculosis within one year of arrival in the colony during this period does reveal a very distinctive pattern which differentiates them from other immigrants as well as from the general pattern of tuberculosis deaths, in Britain and elsewhere. Conforming to general immigration trends, men predominated among the tuberculosis deaths. However, the gender imbalance was more accentuated among tuberculosis deaths than among immigrants in general. While the ratio of male to female arrivals around that time was 4.5 to 3 (among adults),75 the ratio among those who died from the disease was almost 4 to 1. The male deaths peaked at ages 20-29 (see Figure 1) , which does not reflect the usual age distribution of tuberculosis deaths. In England and Wales, for example, the highest male tuberculosis death rate occurred in the age group 45-55 (see Figure 2) .76 For New Zealand as a whole the tuberculosis death rates for males peaked at ages 20-40 (apart from 60-65), but were almost as high in the age group 40-60 (see Figure 3) .
Most of the male immigrants in the sample were single, while most of the women were married. Indeed, only four single women appeared among the deaths in the period 1880-1899, and one of these had her brother with her (he was the informant to the Death There was another important way in which the immigrant tuberculosis victims differed from the general run of immigrants and from the perceived patterns of tuberculosis deaths in Britain at the time; that was in their socio-economic status. The great influx of immigrants to New Zealand in the mid-nineteenth century and in the 1870s had been "solidly working-class".79 Among the tuberculosis deaths there was no such clustering (see Figure 5 ). Tuberculosis in Britain in the nineteenth century was commonly perceived as a disease of the slums, "causally linked . .. with poverty and overcrowding".80 Well into the twentieth century, the Registrar General for England and Wales produced statistics to show tuberculosis deaths inversely related to socio-economic status (see Figure 4) . The deaths from tuberculosis in Auckland in general, in the period 1900-20, did not replicate such a neat pattern (see Figure 6 ). The graph charting tuberculosis immigrant deaths was even more skewed; the immigrant tuberculosis deaths differed from both the British and the overall Auckland patterns in the number who came from socio-economic group 1. Table 1 gives examples of the occupations of some of the tuberculosis victims as well as the occupations of their fathers (which was sometimes a more accurate indication of social status). Not only were these the people who could afford to send consumptive relatives away, but if, as seems likely, tuberculosis was being increasingly stigmatized as a disease of the slums, or the "unbeautiful poor",8' in Britain around the turn of the century, the attractiveness of disposing to the colonies favoured sons of the middle classes who had had the misfortune of catching tuberculosis, becomes more explicable.
This presence of young, single, well-to-do males among the tuberculosis deaths of recent arrivals, suggests more than coincidence. Rather, it is probable that these young men were indeed the failures in the current curative practice of "therapeutic migration". The legislation and regulations of the early twentieth century had little impact on them, directed as it was to the non-British and to those without financial resources. Source: Registrar-General, Decennial supplement, England and Wales, 1931, 1935, p. 31. Conclusions After the infectious nature of tuberculosis was established in the late-nineteenth century, legislation was introduced to restrict the entry to New Zealand of those suffering from tuberculosis, declared a "dangerous contagious" disease in 1903. In reality, the attempts to restrict entry by British tuberculosis sufferers were minimal, both before and after the new regulations. Emigration to a British colony seems to have been considered their birthright. British people with tuberculosis were still considered more desirable immigrants than Asians, however healthy. The restrictions on British entry certainly appeared to have little medical support as late as 1912. Only those without adequate financial means were to be denied access. Even then, it is not clear how many were excluded. Dr Mason's denial of New Zealand as a "health resort for the consumptive" came at the end of almost half a century during which such a belief had not only been condoned in New Zealand but had been actively encouraged.
A legacy for New Zealand of the medical beliefs of the late nineteenth century may have been the arrival of many professional or well-to-do people who were not featured in the death registers of 1880-1920, because they survived to live for many years (as a large percentage of those who contracted tuberculosis probably did, particularly if they arrived in the "early" stages of the disease). With a prognosis as unreliable as that for tuberculosis, even "advanced" cases could go into remission and survive for a long time. Eisdell Group 1 = Higher professional, administrative, and independent means Group 2 = Lower professional, technical and executive work Group 3 = Clerical, highly skilled, small business Group 4 = Skilled work Group 5 = Semi-skilled repetitive work Group 6 = Unskilled repetitive work Moore's father, the chemist, was by no means unique. The mid-nineteenth-century colonizer, Edward Gibbon Wakefield, claimed that the majority of British immigrants came from the "anxious" classes. This description was repeated by New Zealand's eminent historian, Sir Keith Sinclair, in his standard History of New Zealand, and has become an orthodoxy.82 A study of "therapeutic emigration" suggests that at least some migrants were indeed "anxious" though not in the economic sense meant by Wakefield and Sinclair, but rather anxious about their health. Auckland, 1900-20. 
